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Background: Gender inequalities have been identified as important derailment factors
for health workforce and health system sustainability. Literature holds responsible a list
of gendered barriers faced by female health workforce. However, there is a gap in the
evidence based research on women leaders’ own perceptions of barriers to leading
positions advancement. This study aims to explore leadership barriers perceived by
women healthcare leaders within country’s context; research focused on Greece due to
country’s poor performance on gender equality index and current economic turbulence.
Study supplements survey data and provides orientation for further gender sensitive
research in health workforce development through country’s specificity lens to better
inform education and policy makers.
Methods: The best-worst object case survey method was used, applying an online
questionnaire designed in Qualtrics. The online questionnaire was sent to 30 purposively
invited participants. Respondents were asked to tick the most and the least important
barriers to women’s leadership in provided choice scenarios. Descriptive data analysis
was used to understand and interpret the results.
Results: Women leaders perceived stereotypes, work/life balance, lack of equal career
advancement, lack of confidence, gender gap and gender bias to be the barriers with the
greatest relative importance in constraining opportunities for pursuing leading positions
in Greek healthcare setting. Twenty more barriers were identified and ranked lower in
relative importance. The results are considered exploratory and not to obtain population
based outcomes.
Conclusion: This exploratory study reports the perceived barriers of women leaders
in pursuing leading positions within Greek healthcare context. The findings point mainly
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to organizational and socio-cultural related barriers potentially aggravated by country’s
unfortunate current economic turbulence. Further extensive research is required to
establish grounded conclusions and better inform education and policy makers in
developing gender sensitive strategies to sustainable health workforce development.
Keywords: women’s leadership, barriers, healthcare, perceptions, Greece, best worst scaling, online
questionnaire, economic crisis
INTRODUCTION
Gender inequalities in the global healthcare workforce have been
identified as important derailment factors for health workforce
and health systems’ sustainability. The healthcare sector is
a steadily increasing source of employment in most OECD
countries with women representing the vast majority of the
specialized health workforce (1). Hence, it would be reasonable
to expect a powerful influential women presence in health and
healthcare decision making circles and especially across the
spectrum of clinical practice, education, planning, advocacy, and
policy. However, in spite of the fact that 75% of the global
healthcare workforce is comprised of women in some countries,
only about 25% of those women hold leadership positions (2).
In the healthcare provision sector, women leaders represent only
18% of hospital CEOs and 14% of healthcare boards of directors
(3); in clinical leadership, only15.9% of women have reached
top level positions (4); in academic medicine, Grade A has been
achieved only by 14% of women pursuing a high-level career in
the field (5).
The added value of women’s leadership in health and
healthcare has been addressed extensively by literature (3, 4,
6–11); the excellent qualities and results to health systems
outcomes both at universal health coverage and at national
and community level have been evidenced extensively; the
importance of gender equality and diversity of health workforce
have also been acknowledged by scholarship and global
agencies, such as WHO (12), OECD (1), as a governance
priority to strengthen health services, professional education and
employment systems and make health systems responsive to life
events and societal challenges.
Global health organizations, such as WHO, argue that the
health sector is a good place to start unlocking the full potential
of women at work and achieving progress toward meeting the
UnitedNations Sustainable Development Goals (SDGs) (12). The
relationship between gender (SDG5 and in particular to SDG5.5
“Ensure women’s full and effective participation and equal
opportunities for leadership at all levels of decision-making”) and
health (SDG3) and their intersection across multiple SDGs, such
as SDG 8 (gender and the health workforce, formal and informal,
decent work, fair employment), SDG4 (education), SDG10 &
17 (accessible services), SDG16 & 17 (governance) and SDG1
& 8 & 9 (macroeconomic policies), accentuate the catalyzing
role of gender equality and diversity toward achieving progress
at all levels, interpersonal, institutional, societal, national, and
global (13). In line with this rationale, European Union through
its constitutional bodies, such as European Commission and its
agencies and European Parliament, address health as a core issue
interconnecting well-being of individuals and societies, social
inclusion, economic growth, and environmental protection (14).
It was also explicitly acknowledged that health and healthcare
systems are tightly linked to social and employment policies
where gender inequalities, such as work life balance, employment
contracts, are integral part of well-functioning societies and
economies and should be counted in the equation for achieving
inclusive growth in the twenty-first century societies (15).
On the other hand, gender asymmetries are considered
a universal fact of human societies reflecting the distinction
between power and culturally legitimized authority, the ability
to gain compliance and recognition “taking male authority for
granted and accepting somehow the exercise of power by women
as not that important or secondary to their expected social role”
(16, 17). The hierarchical gender stratification of careers may be
considered that are supported by hierarchical relations of women
andmen in society (18); example given in healthcare sector where
in spite of increased feminization of health workforce, women
remain severely underrepresented in leading positions.
Multiple studies have explored the journey of women
leadership in healthcare dissecting, among others, working
patterns, styles, roles, institutional processes, sector
insufficiencies, governance flaws. However, little attention
has been drawn on women leaders’ perceptions on barriers
constraining their increased presence in healthcare leading roles
which is not mirrored accordingly in respective leading roles.
Leadership requires several qualities and healthcare leadership
is no exception, given the complex, unprecedented challenges
healthcare systems and societies are currently facing (19, 20).
The leadership prism reveals itself differently in each context and
culture (21); it is largely shaped by context, gender and culture,
reflecting dynamic relationships among its components (22).
Cultural and socioeconomic contexts, oftentimes intensified
by unfortunate economic or social turbulences, influence the
socially accepted perceptions on legitimized gendered authority
and leadership both at societal and professional level (16, 23);
the deeply rooted process of durability and transferability of
these perceptions may intercept the course of change needed in
modern societies.
The aim of this paper is to provide the findings of a small
exploratory study sought to discover the perceptions of women
leaders on perceived barriers to women leadership advancement
within country’s healthcare context; research focused on Greece
due to country’s poor performance on gender equality index and
current economic turbulence. Study supplements survey data
which provides orientation for further gender sensitive research
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in health workforce development through country’s specificity
lens to better inform education and policy makers.
METHODS
Country
Greece was of interest as the survey target because it was
recently announced in European Institute of Gender Equality
progress report (24) that descended to the lowest rank in the
Gender Equality Index (50.0), being the only EU country with
a deteriorating score over a 10-year period in the domain
of economic and social power of women. Greece was also
ranked low in women’s representation in the medical workforce
among OECD countries; out of 65,499 doctors, 27,549 were
women, namely 41.20% (25, 26), whereas it is estimated that
only 11% assume academic professorship (27). In addition, the
Greek healthcare system was profoundly affected by the recent
financial and debt crisis of 2009 suffering, amongst others, from
several inefficiencies, health workforce included (28); dramatic
salary cuts, non-renewal of employment contracts resulting in
under-staffing; unofficial expectations for long, unpaid work
hours, long unemployment periods, or employment on part–time
basis deteriorated significantly key indicators on employment
and population health (29). The crisis affected predominantly
women and single-parent families (30, 31). Austerity intensified
discrimination against women, especially in employment forms
and under-payment (32) and supported re-establishment of
stereotypes mainly in health services sector, social care,
education, and public administration. Any progress gained in
the field of gender equality and equal work opportunities during
1980s was compromised generating a backlash in employment
practices and choices (30, 31).
Participants
The stratified sampling technique across academic, clinical,
and medical settings was applied to identify the important
common patterns or variations cutting across healthcare settings
and to gain an understanding of perceptions of gendered
barriers to women’s leadership across Greek healthcare settings
(33). Researchers aimed to recruit 20–30 women leaders as
participants representing an appropriate cross sectors variation
sample in a typical case sampling for exploring perceptions
(20, 34); the identified sample size and sampling method was
deemed by the authors as the most applicable for the study’s
purposes (33, 35).
Participants were identified through publicly announced
women leaders’ email addresses found via a systematic web
search of Greek healthcare organizations. Snowball sampling
technique was also applied as better combined with sampling
strategy for examination of commonalities and differences (33).
First, medical, nursing, and public health schools were identified
in the web site of Ministry of Education and then separately
explored. Next, all hospitals presented in the web site of the
Ministry of Health were identified and separately searched.
Finally, medical and health organizations and associations were
also identified through the web site of the Ministry of Health and
separately searched.
The following inclusion criteria were used to retrieve, select
and accept women leaders’ email addresses across healthcare
settings: (a) Academic setting (medical/nursing schools, public
health school): full/assistant professor; (b) Clinical setting
(public/private hospital): CEO, vice president, board member,
clinical director, assistant clinic director; (c) Medical setting
(medical/health body, health ministry): president, vice president,
board member, director, assistant director. Contact information
FIGURE 1 | The BWS choice scenarios addressed to participants.
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of invited participants was collected between April 2017–August
2017. Men healthcare leaders were excluded as not being
within the scope of this small exploratory study; researchers
acknowledge the researched women’s perspectives to be initial
and exploratory and further gender balanced research is required
to yield grounded conclusions.
Participants were assured anonymity throughout the survey
procedure since online questionnaires were anonymously replied
and registered in Qualtrics (36). Invited participants were
informed about the study’s purpose, procedure, anonymity, and
their rights via the invited introductory email message. Data
are stored to university’s server and are protected via password
owned by involved researchers only.
Online Questionnaire Instrument
The Best Worst Scaling (BWS) method was used to identify
the most and least important barriers across the identified three
healthcare settings. Best-Worst Scaling was deemed appropriate
for this exploratory study since it has been increasingly used to
investigate preferences over a number of topics in the healthcare
field (37). It was also considered the best choice for this study,
as ranking tasks are simplified and it facilitates the evaluation
of varying degrees of different barriers involved in composite
decisions (38). It also normalizes all relative–importance weights
to the (0,1) interval and, thus, eliminates scale artifacts and
reduces social desirability bias, since respondents evaluate trade-
offs between attributes (39).
The online questionnaire was designed using the Sawtooth
Software (40). Four different versions of a self-administered
questionnaire and an explanatory introduction were developed.
One open-ended question was included, providing participants
the possibility to mention additional barriers or to fill in freehand
comments. Demographic and professional features (gender,
age, professional role) were considered at the beginning. Each
participant was asked to describe their professional role, selecting
one out of three different options: academic, clinical andmedical,
as defined for this study.
A total of 14 choice scenarios were presented including a set of
five barriers with varying combinations and ordering of barriers.
Four versions of 14 selected choice scenarios were developed and
each respondent received randomly one of the four versions. A
snapshot from the choice scenarios addressed to participants is
presented in Figure 1.
At the end of the questionnaire, participants were asked to rate
the difficulty of completing the choice scenarios based on a Likert
scale (1 = very easy, to 7 = very difficult) (41). The BWS survey
was sent to participants via Qualtrics on January 16, 2018 and
closed on February 6, 2018. It was active for an initial period of 2
weeks, and a reminder was sent out on January 30, 2018.
Identification of Barriers
Participants were asked to identify the most and least preferred
barriers from the choice scenario list of five barriers based
on the Barriers Thematic Map (BTM) (42). The BTM was
deemed appropriate for this exploratory study since it reports
a comprehensive list of 26 barriers to women leadership with
TABLE 1 | Barriers Thematic Map (BTM) to women’s leadership.
Barriers thematic map (BTM) to women’s leadership
1 Age
2 Lack of (equal) career advancement opportunities
3 Culture
4 Lack of family (espousal) support
5 Gender bias (discrimination)
6 Gender gap
7 Gender pay gap
8 Glass ceiling
9 Glass cliff
10 Isolation
11 Lack of executive sponsor
12 Lack of flexible working environment
13 Lack of confidence
14 Lack of mentoring
15 Lack of networking
16 Lack of leadership skills
17 Personal health
18 Queen bee syndrome
19 Race discrimination
20 Lack of role model
21 Sexual harassment
22 Lack of social support
23 Stereotypes
24 Limited succession planning
25 Tokenism
26 Work/life balance
varying degrees of prevalence (Table 1) compiled using a multi-
method approach and validated from several experts and focus
groups during dedicated workshops (42, 43).
Approach to Analysis
All fully answered online questionnaires were deemed completed
and included in the data analysis. The calculation of the mean
relative importance score (RIS) with its 95% confidence interval,
generated by the Hierarchical Bayes (HB) estimation using
Sawtooth platform, allowed for ranking the barriers from the
most to least important (44, 45).
RESULTS
Participant Characteristics
A total of thirty online questionnaires were sent out; twenty-
four participants completed the online questionnaire and
were included in the analysis; their basic demographics
are summarized in Table 2. The responsive rate of 80%
(24/30) calculated by dividing the number of usable responses
returned by the invited participants’ number (24/30) and was
deemed appropriate and supported this exploratory study’s
findings (35, 46–48).
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TABLE 2 | Demographics of participants.
Participant characteristics Percentage (n = 24)
PROFESSIONAL ROLE
Academic 12 (50%)
Clinical 11 (46%)
Medical 1 (4%)
AGE
39–50 11 (46%)
51–60 10 (42%)
61–65 3 (13%)
DIFFICULTY TO REPLY (7-POINT LIKERT SCALE)
1–3 (less difficult) 12 (50%)
4–5 (medium difficult) 10 (42%)
6–7 (very difficult) 2 (8%)
All participants were women; respondents assumed mostly
academic and clinical leading roles (50 and 46%, respectively).
The age of the respondents ranged from 39 to 50 years (46%,
n = 11), 51–60 years (42%, n = 10), 61–65 years (13%, n =
3) representing mainly mid-career stage, namely the entryway
to senior leading positions. All respondents had an overall
fit statistic higher than 0.25 and were thus all included in
the analysis (40). Respondents rated BWS survey as less to
medially difficult on a 7-point Likert scale rates ranging from
2 to 6 (mean:3.45) (41). Five comments were provided in the
open-ended question field related to barriers focusing mostly
on lack of organizational support and socially and culturally
related barriers.
Relative Importance of Barriers to
Women’s Leadership in Healthcare in
Greece
The RIS (Relative Importance Score) of the barriers is illustrated
in Table 3.
Figure 2 shows ranking of barriers to women’s leadership
in Greek healthcare context; the visual cut-off point (RIS
= 5.19) may be considered as a threshold to differentiate
the most important barriers from the remaining ones in
this study.
Out of twenty-six, the six most important barriers (RIS
> 5.00) to women’s leadership in Greek healthcare settings
(n = 24) included stereotypes (RIS:8.80), work/life balance
(RIS:6.22), lack of equal career advancement opportunities
(RIS:5.72), lack of confidence (RIS:5.25), gender gap (RIS:5.25),
and gender bias (RIS:5.19). Stereotypes tops the barriers relative
importance list (RIS:8.80) with considerable distance from the
second item, “work/life balance” (RIS:6.22), whereas “lack of
equal career opportunities,” “lack of confidence,” “gender gap,”
and “gender bias” share ranking in the vicinity of RIS:5.72-
5.19. The two most targeted barriers, namely stereotypes and
work/life balance, may indicate some relatedness or even
complementarity between them in fostering and maintaining
socially deeply rooted gendered roles within country’s specific
TABLE 3 | Barriers to women’s leadership in Greek healthcare and their Relative
Importance Scores (RIS) based on Hierarchical Bayes (HB) estimation.
Barriers to women’s leadership in Greek healthcare and their
relative importance scores (RIS)
Stereotypes 8.80 (7.06–10.55)
Work/life balance 6.22 (4.24–8.20)
Lack of equal career advancement opportunities 5.72 (4.26–7.18)
Lack of confidence 5.25 (3.32–7.18)
Gender gap 5.25 (3.25–7.25)
Gender bias 5.18 (3.55–6.81)
Glass ceiling 4.72 (2.87–6.57)
Lack of family (espouse) support 4.71 (3.69–5.73)
Lack of role models 4.70 (3.31–6.09)
Lack of social support 4.46 (3.44–5.48)
Lack of flexible working environment 4.36 (2.64–6.07)
Lack of leadership skills 4.21 (2.82–5.59)
Lack of networking 4.01 (2.83–5.19)
Lack of mentoring 3.79 (2.40–5.18)
Isolation 3.22 (1.61–4.82)
Culture 3.21 (2.08–4.34)
Limited succession planning 3.09 (2.49–3.69)
Glass cliff 2.64 (1.66–3.62)
Personal health 2.48 (1.18–3.78)
Gender pay gap 2.34 (1.63–3.05)
Queen bee syndrome 2.07 (1.13–3.02)
Tokenism 1.97 (0.98–2.97)
Lack of executive sponsor 1.97 (0.94–2.99)
Race discrimination 1.93 (1.30–2.55)
Sexual harassment 1.89 (1.45–2.33)
Age 1.68 (0.88–2.48)
context. Organizational and socio-cultural bounded barriers
were the main concerns of respondents; four out of the five
responses to open ended question of the online questionnaire
corroborate the findings on lack of organizational support
and cultural constraints to be the harshest constraints to be
dealt with.
Medium relative importance barriers include fifteen barriers
ranging from RIS:4.72–2.07 describing challenges both at
personal and at organizational level, such as lack of family
(espousal) support, lack of mentoring, lack of leadership skills
and glass ceiling, glass cliff, lack of flexible working environment.
However, nonetheless their abundance and variety the medium
relative importance ranking may be indicate that are not
perceived too rigid or unsurmountable.
Five out of the 26 barriers have been reported in the lowest
relative importance ranks raging from RIS 1.97–1.68 and include
“tokenism,” “lack of executive sponsor,” “race discrimination,”
“sexual harassment,” and “age.” However, underlying dynamic
relations among organizations’ structure, society, and country’s
economic turbulence may have influenced the attention drawn
to these constraints of which the research importance should not
be underestimated.
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FIGURE 2 | Ranked barriers to women’s leadership in healthcare in Greece (n = 24). The RIS in box indicates the most important barriers’ threshold (RIS > 5.19).
DISCUSSION
The importance of organizational and socio-cultural contexts
in developing and fostering barriers to women’s leadership
in Greek healthcare setting was emerged from respondents’
replies. Participants perceived stereotypes, work/life balance,
lack of equal career advancement, lack of confidence, gender
gap, and gender bias to be the barriers with the greatest
relative importance. These barriers may have direct effects in
discouraging women to pursuit leading roles in medical practice,
education, and medical organizations. Skills and talent may be
wasted; gender diversity and inclusion efforts within healthcare
organizations may be compromised initiating cascading effects
on organizational culture and performance.
In line with literature, this small exploratory study’s findings
point to a mix of perceived barriers which may elucidate women’s
poor promotion and retention from leadership positions in
healthcare. Downs et al. (8) argue that elevating women
neutralizes gender equality threat and create a ripple effect
benefiting families, communities, organizations, and countries.
Newman (4) asserts gender discrimination and inequalities
impede the development of robust workforces resulting in critical
systems inefficiencies; hence, gender balanced health workforce
should be a leadership and governance priority both in education
and employment systems. Price and Clearihan (20) align with
the argument on pressing needs for increased presence of
female voice in health leadership context. They discuss women’s
perceptions of restricting capacity to engage leadership roles
focusing on work/life balance in the sense of assuming large
amount of domestic work, and on inflexible work environment,
such as the inconvenient time and location of professional
meetings. The organizationally and socially rooted women’s
leadership deficit in healthcare was also explored through the lens
of perceptions on women’s capabilities, credibility and capacity in
functioning properly in formal professional roles. Bismark et al.
(9) argue that these perceived deficits derive from internalized
beliefs about traits and qualities of women who aspire to be
leaders. The lack ofmentoring, the (un)conscious biases, themale
dominated working environment and the conservative social
norms in terms of uptake of leading career pathways while
running a household have also been hold responsible for the
sturdiness of perceptions on women’s leadership deficit (49).
Within Greek healthcare context, the described organizational
barriers, such as reinforced stereotypes, inflexible work
environment, may be considered to reflect dynamic,
overlapping, and cross cutting relationships amongst
organizations, individuals and socially constructed perceptions
about women and leadership. Those approaches were also
supported by the comments made by two respondents who
emphasized deep-rooted stereotypes and lack of organizational
support, confirming Claus’ argument that the durability and
transferability of gendered perceptions amongst cultures
and groups of individuals are difficult to eradicate (2013).
Gendered asymmetries in healthcare may contribute to
perpetuation of stereotypes hinting the pathway to cultural
reproduction of male dominance in professional settings
(34). Nonetheless the high social regard of health professions,
organizational and cultural mechanisms may explain the
underlying interactions between gender and the choices and
barriers related to gendered professional careers in health
(50, 51). On top of that, the dramatic suffrage of healthcare sector
(28) resulted in employment contracts’ derailment (29) affecting
predominately women and single parent families in health,
care and education sectors (31). The imposed social, economic,
and organizational constraints may have burden women’s
perceptions on barriers to their career advancement; thereby,
complex relationships between the labor market, gender norms,
and economic instability may have interplayed to limit women’s
choices and possibilities both within professional and social
settings (52).
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Gendered barriers to equal opportunities in career
advancement within working environments may be considered
to be the product of dynamic relationships between individuals,
organizations, and society. They cannot and should not have
an absolute character and need to be subjected to assessment
overtime and within professional and socio-cultural contexts.
Diversity and inclusion are essential to promote cultural
awareness and change, challenge conventional ideas, and
improve performance across organizations (53). Perceived
leadership abilities and positions correlate closely with gender
representation within healthcare sector; the health profession is
still highly perceived socially (51) and may assume the role of
change agent in ongoing transformation toward sustainability
of healthcare sector and societies as well. Therefore, the talent
pipeline for women healthcare leadership needs to be supported
and enhanced (54–56).
Identifying perceptions on barriers that may hinder the
development of women potential may be an essential first
step for further evidence base research on the reasons and
potential solutions to address gendered challenges in health
workforce. Acknowledging the complexity of the phenomenon,
the challenge is to explore further these barriers and acquire
in depth understanding of involved actors and context; barriers
through contextual lens may be framed as an opportunity
to develop evidence informed strategies and policies in
education and employment and promote inclusiveness and
sustainability in healthcare organizations and modern societies.
Besides, our task is to seek out and grow leaders, women
and men, able to pave the way toward an inclusive and
sustainable transformation of healthcare sector and society as
well (57).
Limitations
This study explored the perceptions of the relative importance
of barriers to women’s leadership in healthcare in Greece.
The researchers recognize the limited number of participants
in online survey even though the sample size was deemed
appropriate for the study’s exploratory purposes.
The researchers acknowledge the women leaders’ perceptions
to be initial and exploratory; they are not considered to
contribute in obtaining population based outcomes. However,
comprehensiveness of the barriers coding scheme and sampling
from all facets of healthcare achieved to provide adequate initial
descriptions of women leaders’ perceptions on barriers. Hence,
the exploratory findings of organizational and cultural contexts as
two major barriers to women leadership may provide orientation
for an in-depth country specific research.
In depth qualitative and quantitative research in countries
with similar and/or different socio-economic status could yield
valuable data to triangulate the findings and provide grounded
conclusions on this researched topic.
Due to practical issues, fourteen choice sets were incorporated,
while Sawtooth survey was initially designed to include sixteen.
CONCLUSION
This exploratory study reports on the perceptions of women
leaders of barriers in pursuing leading positions within
Greek healthcare context. The findings point mainly to
organizational and socio-cultural related barriers potentially
aggravated by country’s unfortunate current economic
turbulence. Further extensive research on perceptions
of women and men is required to establish grounded
conclusions and better inform education and policy makers
in developing gender sensitive strategies to sustainable health
workforce development.
ETHICS STATEMENT
Research conducted according to ethical principles. Ethical
approval was received from Ethics Committees from Maastricht
University (No METC 16–4-266, January 19, 2017) and National
and Kapodistrian University of Athens (Medical School)
(February 3, 2017).
AUTHOR CONTRIBUTIONS
SK and KC were involved in the conception of the study. SK
KC, MH and KLC were involved in the design of the study. MH
conducted the data analysis. Data interpretation was carried out
by SK and KC with input fromMH and KLC. SK and KC drafted
the manuscript with input from MH, KLC and SB. All authors
approve the final version of this manuscript and all authors agree
to be accountable for all aspects of the work.
REFERENCES
1. OECD.HealthWorkforce Policies in OECDCountries. (2018). Available online
at: http://www.oecd.org/health/health-systems/health-workforce-policies-
in-oecd-countries-9789264239517-en.htm (accessed March 24, 2018).
2. HRH Global Resource Center. Resource Spotlight: Gender and
Health Workforce Statistics. (2017). Available online at: http://www.
hrhresourcecenter.org/gender_stats (accessed March 10, 2017).
3. Hauser MC. Leveraging women’s leadership talent in healthcare. J Healthc
Manag. (2014) 59:318–22.
4. Newman C. Time to address gender discrimination and inequality in health
workforce. Hum Resour Health. (2014) 12:25. doi: 10.1186/1478-4491-12-25
5. JustActions. Female Leadership. (2016). Available online at: http://justactions.
org/action/female-leadership/ (accessed May 30, 2016).
6. Czabanowska K, Domagała A, Kalaitzi S, Krogulec A, Burazeri
G, Babich S. Exploring the added value of women health care
managers in poland. Materia Soc Med. (2017) 29:280. doi: 10.5455/
msm.2017.29.280-285
7. Fjeldsted K. Female Leadership in Healthcare. (2016). Available online at:
http://www.cpme.eu (accessed April 14, 2016).
8. Downs JA, Mathad JS, Reif LK, McNairy ML, Celum C, Boutin-Foster
C, et al. The ripple effect: why promoting female leadership in global
health matters. Public Health Action. (2016) 6:210–1. doi: 10.5588/pha.
16.0072
9. Bismark M, Morris J, Thomas L, Loh E, Phelps G, Dickinson H. Reasons
and remedies for under-representation of women in medical leadership
roles: a qualitative study from Australia. BMJ Open. (2015) 5:e009384.
doi: 10.1136/bmjopen-2015-009384
Frontiers in Public Health | www.frontiersin.org 7 April 2019 | Volume 7 | Article 68
Kalaitzi et al. Perceived Barriers to Women Leadership
10. Fontenot T. Leading ladies: women in healthcare leadership. Front Health Serv
Manage. (2012) 28:11–21. doi: 10.1097/01974520-201204000-00003
11. Hoss MAK, Bobrowski P, Mc Donagh KJ, Paris NM. How gender disparities
drive imbalances in health care leadership. J Healthc Leadersh. (2011) 3:59–68.
doi: 10.2147/JHL.S16315
12. World Health Organization. World Health Organization. (2018).Available
online at: http://www.euro.who.int/en/media-centre/sections/statements/
2017/statement-by-dr-zsuzsanna-jakab,-who-regional-director-for-
europe,-for-international-womens-day
13. Manandhar M, Hawkes S, Buse K, Nosrati E, Magar V. Gender, health and the
2030 agenda for sustainable development. Bull World Health Organ. (2018)
96:644. doi: 10.2471/BLT.18.211607
14. Franklin P. Sustainable Development Goal on Health (SDG3): The Opportunity
to Make EU Health a Priority. EPC Discussion Paper (2017).
15. European Commission. Communication from the Commission on Effective,
Accessible and Resilient Health Systems. Brussels (2014).
16. Rosaldo MZ. Woman, culture, and society: a theoretical overview. Woman
Cult Soc. (1974) p.21.
17. Parsons T. Evolutionary universals in society. Am Sociol Rev. (1964) 339–57.
doi: 10.2307/2091479
18. Fox MF, Whittington K, Linkova M. Gender, (In) equity, and the Scientific
Workforce Handbook of Science and Technology Studies. Cambridge: Mass
MIT Press (2017).
19. Czabanowska K, Rethmeier K, Lueddeke G, Smith T, Malho A, Otok
R, et al. Public health in the 21st century: working differently means
leading and learning differently. Eur J Public Health. (2014) 24:1047–52.
doi: 10.1093/eurpub/cku043
20. Price K, Clearihan L. Exploring female GPs’ perceptions about medical
leadership. Aust Fam Phys. (2015) 44:399–402. Available online at:
https://www.racgp.org.au/afp/2015/june/exploring-female-gps%E2%80
%99-perceptions-about-medical-leadership/
21. Eagly AH, Chin JL. Diversity and leadership in a changing world. Am Psychol.
(2010) 65:216. doi: 10.1037/a0018957
22. Klenke K. Women and Leadership: A Contextual Perspective. New York, NY:
Springer Publishing Company (2004).
23. Helman CG. Culture, Health and Illness. New York, NY: CRC press (2007).
24. European Institute for Gender Equality. Gender Equality Index 2017.
(2017). Available online at: http://eige.europa.eu/gender-equality-index/
2015/EL (accessed March 14, 2018).
25. Hellenic Statistical Authority. Survey on Physicians and Dentists. (2018).
Available online at: http://www.statistics.gr/documents/20181/14132567/
Survey+on+physicians+and+dentists+%28+2017+%29/be775cf4-330c-47e0-
83c9-47b52e18a371?version=1.0 (accessed January 23, 2018).
26. OECD Health Statistics. Women Make up Most of the Health Sector Workers
But They are Under-Represented in High Skilled Jobs. (2017) .Available online
at: http://www.oecd.org/gender/data/women-make-up-most-of-the-health-
sector-workers-but-they-are-under-represented-in-high-skilled-jobs.htm
(accessed December 11, 2017).
27. Kaldoudi E. Women in Science and Engineering. The Greek reality.
(2010). Available at: http://2016.ifmbe.org/wp-content/uploads/2012/12/
MEDICON_WinS_Kaldoudi.pdf (accessed January 23, 2019).
28. Mossialos E, Allin S, Davaki K. Analysing the Greek health system:
a tale of fragmentation and inertia. Health Econ. (2005) 14:S151–68.
doi: 10.1002/hec.1033
29. Economou C, Kaitelidou D, Kentikelenis A, Sissouras A, Maresso A.
The Impact of the Financial Crisis on the Health System and Health in
Greece. Economic crisis, health systems and health in Europe: country
experience. Copenhagen: WHO/European Observatory on Health Systems
and Policies (2014).
30. European Parliament. The Policy in Gender Equality in Greece. (2013).
Available online at: http://www.europarl.europa.eu/RegData/etudes/note/
join/2013/493028/IPOL-FEMM_NT(2013)493028_EN.pdf (accessed March
3, 2018).
31. Karamessini M. Labour market impact of four recessions on
women and men in Greece: Comparative analysis in a long-term
perspective. Social Cohes Dev. (2016) 7:93–104. doi: 10.12681/
scad.8978
32. Cholezas I, Tsakloglou P. Gender Earnings Differentials in the Greek Labour
Market. Athens: Economic Policy Studies (2006).
33. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K.
Purposeful sampling for qualitative data collection and analysis in mixed
method implementation research.Adm PolicyMent Health. (2015) 42:533–44.
doi: 10.1007/s10488-013-0528-y
34. Pattani R, Marquez C, Dinvarian C, Sharma M, Bain J, Moore JE,
et al. The perceived organization impact of the gender gap across a
Canadian department of medicine and proposed strategies to combat
it: a qualitative study. BMC Med. (2018) 16:48. doi: 10.1186/s12916-01
8-1032-8
35. Robson C, McCartan K. Real World Research. West Sussex, UK: John Wiley
and Sons (2016).
36. Qualtrics. The Leading Research and Experience Software. (2017). Available
online at: https://www.qualtrics.com/ (accessed February 5, 2017).
37. Cheung KL, Wijnen BF, Hollin IL, Janssen EM, Bridges JF, Evers
S, et al. Using best–worst scaling to investigate preferences in health
care. Pharmacoeconomics. (2016) 34:1195–209. doi: 10.1007/s40273-01
6-0429-5
38. Flynn TN, Louviere JJ, Peters TJ, Coast J. Best–worst scaling: what it can do
for health care research and how to do it. J Health Econ. (2007) 26:171–89.
doi: 10.1016/j.jhealeco.2006.04.002
39. Mühlbacher AC, Kaczynski A, Zweifel P, Johnson FR. Experimental
measurement of preferences in health and healthcare using best–worst
scaling: an overview. Health Econ Rev. (2016) 6:2. doi: 10.1186/s13561-0
15-0079-x
40. Sawtooth Software. Counting Analysis. (2017). Available online at: https://
www.sawtoothsoftware.com/ (accessed April 5, 2017).
41. Allen IE, Seaman AC. Likert Scales and Data Analyses. (2017). Available online
at: http://asq.org/quality-progress/2007/07/statistics/likert-scales-and-data-
analyses.html (accessed September 5, 2017).
42. Kalaitzi S, Czabanowska K, Fowler-Davis S, Brand H. Women leadership
barriers in healthcare, academia and business. Equal Divers Incl Int J. (2017)
36:457–74. doi: 10.1108/EDI-03-2017-0058
43. World Health Organization. Strengthening Women’s Leadership in Public
Health inUkraine. Available online at: http://www.euro.who.int/en/countries/
ukraine/news/news/2017/05/strengthening-womens-leadership-in-public-
health-in-ukraine (accessed June 15, 2017).
44. Johnson RM. Understanding HB: An Intuitive Approach. (2007). Available
online at: http://www.sawtoothsoftware.com/download/techpap/maxdifftech.
pdf (accessed April 5, 2017).
45. Edwards MJ, Adams RA, Brown H, Parees I, Friston KJ. A Bayesian
account of “hysteria”. Brain. (2012) 135:3495–512. doi: 10.1093/brain/
aws129
46. Draugalis JR, Coons SJ, Plaza MC. Best practices for survey research reports:
a synopsis for authors and reviewers. Am J Pharm Educ. (2008) 72:11.
doi: 10.5688/aj720111
47. Hsieh H-F, Shannon S. E. Three approaches to qualitative content
analysis. Qual Health Res. (2005) 15:1277–88. doi: 10.1177/1049732305
276687
48. Guba EG, Lincoln YS. Naturalistic Inquiry. Beverly Hills, CA: Sage (1985).
49. Mrcela AK, Igniatovic M. Women, work and health. Zdr Varst.
(2017) 56:220–6. doi: 10.2478/sjph-2013-0015
50. Claus AV, Sandlin RJ, Callahan J. Culture and leadership: Women in
non-profit and for-profit leadership positions within European Union.
Hum Resource Dev Int. (2013) 16:330–45. doi: 10.1080/13678868.2013.
792489
51. Riska E. Medical Careers and Feminist Agendas. American,
Scandinavian and Russian Women Physicians, New York: Adline De
Gruyter (2001).
52. Theobald S, Morgan R, Hawkins K, Ssali S, George A, Molyneux S. The
importance of gender analysis in research for health systems strengthening.
Health Policy Plan. (2017) 32(Suppl. 5):v1–v3. doi: 10.1093/heapol/
czx163
53. McLeod PL, Lobel SA, Cox TH Jr. Ethnic diversity and creativity in
small groups. Small Group Res.(1996) 27:248–64. doi: 10.1177/104649649
6272003
Frontiers in Public Health | www.frontiersin.org 8 April 2019 | Volume 7 | Article 68
Kalaitzi et al. Perceived Barriers to Women Leadership
54. Connell R. Gender, health and theory: conceptualizing the issue
in local and world perspective. Soc Sci Med. (2012) 74:1675–83.
doi: 10.1016/j.socscimed.2011.06.006
55. Kuhlmann E, Ovseiko PV, Kurmeyer C, Gutiérrez-Lobos K, Steinböck S, von
Knorring M, et al. Closing the gender leadership gap: a multi-center cross-
country comparison of women in management and leadership in academic
health centers in the European Union. Hum Resour Health. (2017) 15:2.
doi: 10.1186/s12960-016-0175-y
56. Newman P. Releasing Potential: Women Doctors and Clinical Leadership.
London: National Health Service. (2011).
57. Karsten MF. Gender, Race, and Ethnicity in the Workplace [Three Volumes].
California, CA: Greenwood Publishing Group (2006).
Conflict of Interest Statement: The authors declare that the research was
conducted in the absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.
Copyright © 2019 Kalaitzi, Cheung, Hiligsmann, Babich and Czabanowska.
This is an open-access article distributed under the terms of the Creative
Commons Attribution License (CC BY). The use, distribution or reproduction
in other forums is permitted, provided the original author(s) and the
copyright owner(s) are credited and that the original publication in this
journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these
terms.
Frontiers in Public Health | www.frontiersin.org 9 April 2019 | Volume 7 | Article 68
